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Approved by L A. LA.B. C . Corriers Fle Mo
N ﬂhmmmmnhaﬂkdlohyw;
= RedaCted ”___—_____.____==ﬂ_,
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~THE_B.B. GOODRICH COMPANY r‘ﬂ %M *‘0\: m r}/
SELF<INSURED d
Nome of Company
d ‘ 40.5__B__mQ9_Kin9_&nad
we Nama of Employes or Dependents residiog o4 Nomber end Street
Oy o Town__Yalley Station som____hentucky '
and THE B.T. GOQDRICH COMPANY.
Name of Emowover
Office oddren 500 South Main St Akron, Ohio 44318 )
Number ond Street Cliy or Town Siots
hove reoched an ogreement in regard to compensation for the Injury sustcined by 10id emploves ond submit the following statement of focts relative theretor—
Dote of injury March 3? » 1975 Date disability beg 6-1-30 .
Nature of injury. L‘ ver m‘mgc
Ploce of mdommlﬂ%’j_gv“lg 2 Ky N
Couse of eccid No accident - Liver damage due to exposure tc vinyvl chloride
Proboble length of dissbiliry_PETanent
The terms of this ogreement under the above focts are as followsr—
Ther the soid: | and his dependents il compe ot the vore of $ &3:00 et
wesk bosed upon ga overage weskly wope of s U1 Ticient for maximem- £nd thot sold compensotion thall be poyable
60% ($52.80) to be paid by the emlover and 40% ($35.20) by the Special Fund. '
from ond indluding the. Ist doy of June morth 19— oum
terminated in occordonce with the provisions of the Workmen's Compansation Low of the State of . Kentucky . Biplover
shall pay full weekly benefits andberennbursedquarterlybySpeclalF\md
—MMWW & ' —— Employes
- or Dependent
“éiﬁéﬁw_&__m_ THE B.F. GOODRICH COMPANY —
A I:‘““ ] qion WIS SELF- INSURED ﬁ A o Carrier
of SBustrdian 126 ial Fund - &2 5\5!.%2}3 Q!g;@{
’ - Claims Administrator
W"' = e . Title WW
Bate of Approval Dore of Agreement. aay » 1980
The Stondard Printing Company, ine., Lowieville, Ky, .
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